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THERE must be few people who do not have some appreciation of the practical
implications of the increasing proportion of old people in our population, because
the medical and social problems arising from this trend have been the subjects
of nmaniy inquiries and much literary effort in recent years. As doctors, whether
in hospital or in general practice, we have more reason than most to encounter
these problems and to desire satisfactory solutions for them, and no doubt you
are well acquainted with much that has already been written on the deficiencies
of the system of care offered to destitute and sick old people prior to the introduc-
tion of the new health and welfare services. It is only necessary, therefore, to
introduce my subject with a brief review of the services available in the past before
considering the problems of old age as they affect us in Northern Ireland.
Before the last war, sickness or infirmity in old age presented a relatively simple
administrative problem under existing arrangements: those with sufficient means,
good homes and domestic help, were cared for at home; those with short-term
illnesses requiring skilled nursing care, either engaged a nurse or entered a
nursing home or hospital; those with long-term illnesses, homeless or unwanted
at home, or simply old, infirm and destitute, were referred to the relieving officer,
who was authorised to provide institutional care for them in the local authority
infirmary. The system worked and in theory no one lacked the care andl
attention due to old age or illness. In practice, however, the system was in
imminent danger of breakdown when the war ended. Conditions even in the
best of the Poor Law infirmaries fell far short of modern standards for hospital
care, and the ageing population resulted in increasing applications for admission
despite the reluctance of old people to apply to the relieving officer when in distress.
Moreover, the difficulty of recruiting medical and nursing staff to work in the
depressing atmosphere of overcrowded and grossly understaffed wards caused
growing concern.
The strain has increased since the war for several reasons :-Although welfare
legislation in the past twenty years has abolished the grinding poverty of the last
century, even now, with all our subsidies and pensions in retirement, many old
people still live on the borderline of poverty, and some well below it. Rowntree
and Lavers (1951) in a recent social survey used a measure of poverty adjusted to
current prices and based on bare subsistence with no wasted spending. They
found that in more than two-thir(ds of the cases living a life below a minimum
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illustrative case is quoted of a spinster aged 87 paying 8s. a week for rent and
rates, living on a retirement pension of 26s. a week. Her deficit below the "poverty
line" was 15s. weekly. The elderly invalid who might have eked out a comfort-
able existence twenty years ago on a relatively small income is in these days
sorely taxed to keep a home together and is unable to afford the essential services
of a housekeeper or domestic. Where there are relatives the unmarried daughter
often must work to keep the home solvent, and the (lomestic problems of the
married children may well be such that an invalid old person is an intolerable
burden on the household.
Thus the ranks of what were once the (iestitute admissionis to the infirmary are
swollen by many highly respectable old persons from all levels of society. Thleir
sense of hardship in the uncongenial atmosphere of the "chronic wardls" is the
greater through being deprived of accustomed privacy and home comforts.
Secondly, while the new Health and Welfare Acts will do away with much that
was bad in the Poor Law, we have at the same time lost much that was good.
The chief asset of the Poor Law was the system whereby the one authority was
responsible for the social as well as the medical care of a destitute old person. No
one would wish the Poor Law back again, but the disappearance of the services
of the relieving officer leaves a gap yet to be filled. The new Acts limit the respon-
sibility of the hospital authorities to the care of sick persons needing hospital care,
whereas the workhouse infirmaries housed many old persons readily admitted
under the dual control of the Poor Law administration but not regarded as
"hospital" cases by the new authorities. No alternative accommodation existed
for these inmates, and hospitals endeavouring to upgrade their status to modern
standards and make full use of their beds have been handicapped by this burden
of "residents" whom the welfare authorities could not provide for at the outset.
Ihese difficulties have beeni faced in all parts of the British Isles, and when the
Health and( \Velfare Services Acts camiie into force in 1948 the social medicine of
old age had already been studied extensively in England. '[here hospital surveys
made for the Ministry of Health had drawn attention to the large numbers of
hospital beds occupiedi by old people classified as chronic sick. Several doctors
working in these chronic wards had shown that much unnecessary invalidism in
these people arose from neglect and lack of interest in thjeir potential abilities,
and that large numbers of hospital beds could be released, and many so-called
invalids could be returnedl to active life, by- the application of common senise and
the treatment that any hospital worthy of the name could give. Social studies
such as the Rowntree Report (Rowntree, 1947) followed by Sheldon's classical
survey of old people in XVolverhampton (Sheldon, 1948) enable statistical
estimates of future commitments to be made.
SURVEY OF OLD PEOPLE IN NORTHERN IRELAND.
Little comparable information was available concerning old people in Northern
Ireland, tlhough Miss Pauline Hall investigated admission trends and conditions
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unpleasant reflection that so little was required to improve some of them, still
holds good in our own unit in the Belfast City Hospital. A survey of old people
in their homes and in hospitals was therefore suggested, and approved by the
Hospitals Authority, as a basis for future development of social and medical
services for the aged. The survey was made in two parts, one a random sample
of old people in their homes, and the other an examination of every patient aged
sixty or over (accepted for the purpose of the survey as "old") in hospitals in the
Six Counties.
I am glad to acknowledge my indebtedness to Professor Stevenson for constant
help and co-operation from the staff of the University Department of Social and
Preventive Medicine in this work. Professor Stevenson directed the social survey
of 811 old people in their homes, and Dr. Cheeseman, joint author of the survey
report (Adams and Cheeseman, 1951) and his assistant, Mr. Merritt, undertook
the sampling, population estimates and statistical analysis which alone make the
report worth while. Miss Jordan, an almoner appointed for the survey, and I
visited each of the thirty-five general hospitals included in the survey, and we
interviewed 1,625 patients aged 60 or over. Dr. Hickey kindly investigated the
numbers of elderly patients admitted to the Mater Hospital, and we are indebted
to the Superintendents of the six Mental hospitals for data concerning their
elderly patients. There were more old people (1,716) in these six hospitals than
in all the general hospitals.
SOCIAL CONDITIONS.
The following estimates have been made subject to certain sampling errors which
are explained in detail by Dr. Cheeseman in the report. There are about 180,000
persons aged sixty or over in the population of the province-about 13 per cent
of the total population, and it is to be expected that this proportion will rise
gradually. We have reason to believe that some 12,000 of these old people living
in their own homes, or lodging with others, at present are incapacitated by age or
illness to such an extent that they are dependent on relatives or friends for their
daily needs. About one-third of this number are sufficiently well placed to be
able to live the rest of their lives comfortably at home whatever befalls; but about
one half of them (5,600), due either to social or medical circumstances, have such
a precarious hold on their present existence that unless some form of home help
or improved domestic conditions are forthcoming a demand for institutional care
may be made at any time to help the patient or to relieve an exhausted relative.
This conclusion is based on the fact that two-thirds of the "helpless" sample
members in the survey from whom this estimate is made were living with only
one other person to look after them, and of the remainder some lived alone, some
were dependent on men rather than women to look after them, and some were in
overcrowded or otherwise undesirable home conditions. Should a demand for
institutional care be made from this group, about one-third would require resi.
(lential home care, one-third would be bedfast invalids, and one-third would fall
between these extremes, requiring supervision but not skilled nursing care.
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becomes influeniced by factors which may play little part in their carlier lix es
but assume increasing significance with age. It is surprising, sometimes, to
witness the difficulties which old people are prepared to contend with in their
desire to remain in their homes, but the incidents which precipitate the break-
down of a precarious hold on a home in old age may be equally remarkable.
Perhaps the three most important factors determining the fate of an old person
in their declining years are Health, Help, and Housing, and when a crisis arises
due to any one of these, the others must be considered in plans to meet it.
The illnesses, degenerative changes and accidents which beset old folks in their
declining years are too well known to you to require further discussion. Some
mention has already been made of the need for (lomestic Help, but I should add
that here as in England about 98 per cent of old people live in their own or other
people's homes, so that in Sheldon's words "the problems of old people in the
mass are domestic rather than institutional." We found that about 10 per cent
of the sample in the social survey were living alone, and relatives were looking
after 59 per cent of the old women in Belfast, 42 per cent of those in rural areas,
and 65 per cent of all the old men. This adds weight to Sheldon's contention
that "the burden of old age to be anticipated in the future can never be dealt with
by a purely caretaker policy of providing sufficient homes and institutions--the
burden will remain a domestic one" (Sheldoni, 1950). Indeed, domestic help is
much more widely needed than nursing care. Relatives, and especially the
younger ones, must be considered in any scheme for the betterment of o0l( age
for they so often carry a grossly unfair burden in these days. The "good neigh-
bour" must not be forgotten either, for should they, or the many willing anid self-
sacrificing relatives, find themselves uniable to cope in the future with the elderly
depenidents they care for at present, State provisiotn on a vast scale would be
required to replace their services.
In the survey it appeare(d that Housing plays little part ini (letermining the
futuie prospects of an o0l( person. None the less, housillng coniditionis are bound
to be considere(d anid some interesting findings emerged from the survey relevant
to this.
1. In Belfast onily one hallf of the houses visited had both hot andl cold water
supplies laid oni, the remainder having either a coldl tap in the vard or in the
kitchen premises. One house had no water laid on at all. In the counitry naturally
coniditionis are worse, onily one quarter ol the homes having hot and cold water,
onie half having cold water alone, and the remaind(ler having no piped wvater
supply. A quarter of these latter homes are four hunidred yards or more from the
nearest well.
2. Deficienicies in the wxater supply are closely relatedl to unsatisfactorx sanita-
tioIn. Only half of the houses in Belfast had a water closet in the hiouse, the
others depending onl wN7hat is very often a most insanitary contrivance in the yard.
In the country districts about one quarter of the houses visited had an indoor
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invalid clean, of laundering clothing and bedclothes, and the difficulties to be
overcome by an old person, even when fit, in attending to their daily needs in
some of these homes need no further comment.
3. Overcrowded homes are another problem. In Belfast, for example, 30 per
cent of the married men seen in the survey were obliged to share their bedrooms
and sometimes even their beds with other persons besides their wives.
If the health and welfare services are to achieve success in their plans for the
care of old people in the future, the housing authorities must devise more ambi-
tious projects than those existing at present for specially designed and convenient
dwellings for old people. Special flats and small houses are being built by the
Housing Trust, but they are needed on a much larger scale than is generally
recognised.
Unfortunately, no information about common lodging houses was acquired in
this part of the survey, but Miss Sargaison, our almoner in the Unit, has long
been interested in the large numbers of old pensioners living an independent life
in common lodging houses and, with the approval of the Hospitals Authority, on
her own initiative, has undertaken a survey of this group. Our report on old
people in Northern Ireland would not have been complete without this informa-
tion, and we appreciate the encouragement given by the Belfast Corporation
Welfare Committee and their permission for Miss Sargaison to visit the lodging
houses registered with them.
Before starting this survey I believed that there must be many old people who
have tried to get into Homes or hospital, and have been refused admission either
because of lack of vacancies or because they were not fit enough for a resident
home and not ill enough for hospital. This seems to happen quite often: one old
man whose arthritis restricted his activities and added to his apparent age,
returned disconsolately after being turned down at an "election" for admission
to a certain Home for old people and remarked bitterly: "It's Marathon runners
they want in yon place." However, the survey did not show any great demand
for institutional care which is not being met. We were careful to qualify this
finding in the survey report by the comment that this does not mean that there
is not a widespread need for such care. The need was most certainly found among
the sample members. There are several possible explanations for this
unexpected finding.
1. The lingering suspicion in the older generation of implied pauperism if
admitted to any sort of home or institution. Such feelings are appreciable in
Belfast where, even now, the best residential accommodation available under
welfare auspices is in the old Workhouse. (There is a widespread misconception
among doctors in Belfast that the old infirm wards, or "House" of the Belfast
City Hospital is a part of the geriatric unit. They are, in fact, administered by
the Belfast Corporation Welfare Committee as residential accommodation for
old people).
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even in misery, degradation and squalor. One doctor who looks after the resi-
dents of a very good home in the Province says, very truly, that however good
the home, and no matter how great the sense of relief and appreciation felt by
the residents who gain admission, they are, none the less, a "pressed gang"-
there because they must be, and not because they wish to be.
3. Finally, old people are sometimes discouraged from seeking admission to
homes or hospitals by relatives or doctors only too well acquainted with the
prevailing shortage of hospital beds.
The broad conclusion drawn from the social survey was that if the medical
care available from the general practitioner can be supplemented by domestic
help and nursing in the homes, and if the homes themselves can be made suitable
for such care to be effective in them, the demand on welfare residential homes
and on hospitals could be greatly reduced.
THE HOSPITAL SURVEY.
There were 3,368 patients aged 60 and over in general and mental hospitals in
Northern Ireland at the time of the survey. Of these, 1,716 were in mental
hospitals and 1,625 in general hospitals (excluding maternity and cottage
hospitals). This represents 9.6 per thousand of the elderly population in mental
hospitals, and 9.1 in general hospitals. Old people occupied 40 per cent of the
"general" beds in the district and old Poor Law hospitals, 33 per cent of those
in mental hospitals, and 26 per cent of those in erstwhile voluntary and county
hospitals. From each patient information was acquired concerning activity
prior to admission (and if bedfast, length of time in bed), mental state, nutrition,
incontinence, contractures, eyesight and hearing, presence or absence of bedsores
and diagnosis. An estimate of the patients' fitness was then combined with the
social data, including previous living conditions, the home conditions to which
the patient proposed to return, and help available, etc., to reach a forecast
of what we called "potential capacity." This, for want of a better term refers
to the probability of return home, need for residential home care, or for
permanent hospital or alternative nursing care, when both' medical and social
circumstances have been considered.
The survey was made by the same two people throughout, so that the results
are, as far as possible, consistent. We owe much to the medical and nursing
staffs of the hospitals we visited. Their interest and constant help in giving
information which we could not have acquired in the time available, especially
from mentally confused patients, greatly simpified an otherwise tedious task.
Despite universal under-staffing in their wards, only 64 patients (4.0 per cent)
had bedsores (mostly in the terminal stages of neurological disease or cancer)
and, like those who made similar surveys in England, we must pay a tribute to
the nursing care given to these patients by an overworked band of devoted
nurses.
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MMEDICAL CONDITIONS IN ELDERLY PATIENTS.
We could not make any statistical analysis of the distribution of disease among
the elderly population in general from the diseases encountered during this part
of the survey because, of course, only the elderly people in hospital are repre-
sented. A few of the more outstanding findings in the survey were these:
There were 287 old people (18 per cent of all those in general hospitals)
occupying hospital beds due to combined old age, malnutrition and neglect
without mental deterioration or other specific illness.
Trauma appears to be the next most important cause for admission in women,
especially fractured neck of femur which occurred in 107 (13 per cent) of the
women compared with 20 (3 per cent) of the men.
Diseases of the heart and peripheral vascular lesions (especially cerebrovas-
cular accidents) are next in importance, and are about equally divided among
males and females as a cause for admission to hospital.
Arthritis has brought many more women than men into hospital, and 10 per
cent of the men were admitted due to prostatic enlargement. Pulmonary diseases
appeared to be relatively uncommon as a cause for admission in old age, though
patients with pulmonary heart disease were included in the cardio.vascular group,
and the incidence of pulmonary disease in the survey numbers awaits more
detailed analysis.
Unfortunately space does not permit discussion of many interesting aspects
of illness in old people, such as the disastrous and much too prevalent effects of
dehydration, the problem of incontinence, and their surprisingly good tolerance
for modern surgery and subsequent rehabilitation. One meets occasionally those
odd patients, "senile delinquents" as it were, who are mentally sound -but
"difficult" people and who seem to antagonise their well-wishers deliberately
until they become-friendless and unwanted anywhere.
Incontinence occurred in 16 per cent of the males-and 23 per-cent of the females.
The incidence is closely associated with confinement to bed and rises with age.
There were 220 deaf persons (13.5 per cent) about equally divided between the
sexes. It would be a very good practice in hospital wards to have a "ward hearing
aid" to lend to deaf patients who lack one, when taking a history or trying to make
oneself understood. Affleck (1947) suggested an association between paranoid
tendencies and deafness in old age, and in our series it does appear that the
incidence of deafness is higher in patients with mental deterioration than in normal
persons.
Relatively more women than men are bedfast, and relatively more men than
women in hospital are able td walk-points to be considered in future provision
for the elderly long-term sick.
It appears that single old people make demands on hospitals reserving beds for
the chronic sick out of proportion to -those made elsewhere. In the old district
hospitals and Poor Law infirmaries there are relatively more single and fewer
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proportion of old people who lived alone prior to admission is about 40 per cent
most of them men. This accounts for much of the difficulty experienced in
arranging for discharge of older patients from hospital.
DISTRIBUTION OF PATIENTS AGED 60 AND OVER IN GENERAL AND MENTAL
HOSPITALS BY POSSIBLE DISPOSAL (MALES AND FEMALES).
Group A Group B total Genieral Mental TOTAL
hospitals hospitals hospitals hiospitals ALL. HOSPITALS
iPr'}1- l'Per- Per- Per- Per-
Possible disposal No. centage No. centage No. centage No. centage No. centage
of total of total of total of total of total
.1 _ _ _ _ I -- .......... -1 ~~~~~~I I___
Home - - - - 252 87.8 362 27.1 614 37.8 13 0.8 627 18.8
Resident home - - 13 4 150 11.2 163 10.0 70 4.1 233 7.0
L.S.A. frail ambulant 5 1.7 313 23.4 318 19.6 65 3.8 383 11.5
L.S.A. bedfast (1) - 7 2.4 178 13.3 185 11.3 5 0.3 190 5.7
L.S.A. bedfast (2) - 10 3.5 236 17.6 246 15.2 443 2.5 289 8.7
L.S.A. psychiatric - - - 82 6.1 82 5.0 4351 25.3 517 15.4
Mental hospital -| - + - 1 17 1.3 17 1.0 1085 63.2 1102 33.0
I OTAL - 287 | 100 1338 100 162.5 100.0O |1716 100 3341 | 100
L.S.A. bedfast (1) for patients requiring skilled nursing care.
IL.S.A bedfast (2) for patients requiring less skilled attention.
POSSIBLE DISPOSAL OF ELDERLY PATIENTS IN HOSPITAL DURING THE SURVEY.
The table shows the anticipated disposal of 3,341 elderly patients in hospital,
assuming that the various types of accommodation suggested for them were
available. For convenience, only the results for both sexes combined from the
survey report are shown. "Group A" indicates results in the erstwhile
voluntary hospitals and county infirmaries and "Group B" those in the
old district and Poor Law hospitals.
"Home"-those whose home conditions were good enough to ensure discharge
when fit or even as invalids when hospital care was no longer needed. There
were 614 patients in this group, and it includes almost 90 per cent. of patients
in Group A hospitals compared with less than 30 per cent of those from Group B
hospitals. A high proportion of these patients proposed to live with relatives on
discharge, and the Almoner visited 200 homes during the survey to confirm
whether or not relatives were prepared to accept responsibility. Men more often
than women have to face the prospect of living alone on discharge from hospital.
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them, unfit for the rough and ready life of a common lodging house but fit enough
to look after themselves in a residential home without nursing care. There were
163 such patients-relatively more men than women, some of them "inmates" of
the Workhouse for years.
"Long-Stay" annexe (L.S.A.).-This term has been introduced to describe
accommodation other than hospital beds for patients who, after full investigation
and treatment show no further promise of improvement. They no longer need
skilled nursing care in hospital, but for social or medical reasons they cannot
returni home (Brit. Med. Assoc., 1947). The annexes must be under direct super-
vision of a hospital, admissions being arranged only via hospital wards,
The "Bedfast L.S.A."' should take in irremediable patients such as hopelessly
crippled arthritic patients, hemiplegics who fail to get back on their feet and
others whose activities are limited at most to sitting up in a chair and are, to all
intents and purposes, permanently bedridden.
There were 431 such patients in the general hospitals, 411 of them in Group B
hospitals, and there was a consistently higher proportion of women than men.
Many of them were in the "acute" medical and surgical wards rather than the
"chronic block," and it is evident that these hospitals, rather than the old volun-
tary and county hospitals, continue to serve the community as a convenient refuge
for the elderly long-term sick. As the table shows, this applies to every category
of "L.S.A. patients," especially the psychiatric group.
Our experience of the management of the irremediable bedfast patient in the
past three years suggests that incontinent cases are not only unsuitable for the
simple nursing care of the long-stay annexe, but require really skilled nursing
care in hospital if they are to be managed properly. In this series about 40 per
cent of elderly "bedfast" patients were incontinent, this proportion being equally
divided between men and women. It seems, therefore, that about three-fifths of
bedfast irremediable elderly patients are suitable for simple nursing care in long-
stay annexes rather than hospital beds, and two-fifths need skilled nursing care
in hospital.
It is not generally realised how successfully this incontinent (and usually senile)
"two-fifths" can be cared for by an interested and efficient staff. They are
necessarily heavy nursing problems, but prejudice against working with them
is a legacy of the past when large numbers of them were crowded together in vast,
unmanageable wards - a veritable Bedlam. We may expect more of these
patients from our ageing population and arising from the altered pattern of
welfare and hospital services, and it is no longer possible or reasonable to recruit
nursing staff to care for them under the old conditions. Some system must soon
be accepted in our hospitals whereby the medical supervision and nursing care
of such cases may be distributed as a necessary, but relatively light, duty among
many doctors and nurses instead of being thrust as a discouraging and heavy
routine task on a few.
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hospitals included seventeen who required mental hospital care. The vast
majority, however, were suffering from varying degrees of "cerebral incoms
petence" short of actively anti-social behaviour. They need little more than
domestic care and "protection from common dangers" in annexes to the mental
hospitals rather than in the overcrowded hospitals themselves. The irrational
behaviour of most of these patients upsets the normal elderly people in general
hospitals or homes, and they require supervision by staff who have had experience
of "mental" nursing. Long-stay annexes for these patients would have relieved
100 general hospital and about 500 mental hospital beds.
"Frail ambulant L.S.A."-these are the patients referred to earlier who are
semi-invalid, and though they are still mentally alert, able to attend to their
personal needs and to be up and about for the greater part of the day, they need
continuous supervision but not skilled nursing care. There are thousands of
them living comfortably in good homes throughout the country, but there are*
many who are in poor circumstances or have no homes, or no relatives willing to
accept them. Of these there were 313 in general hospitals during the survey.
They incllude partially recovered hemiplegics, diabetics, patients in early heart
failure needing regular digitalis and mersalyl therapy, etc.
They are Cinderellas-unwanted in hospital because they are too fit, unwanted
in resident homes because they are not fit enough. Their health varies from week
tco week, and even from day to day. They are in a "No Man's Land" because
responsibility for them is not mentioned by specific legislation in the Health and
Welfare Services Acts. When discharged to unsuitable homes their health breaks
down rapidly and they return for a longer period in hospital. When given regular
meals and the simple medical attention they need, they carry on with restricted
activity, but at least up and about and not occupying hospital beds for months, or
even years. The care of these patients is essentially a welfare problem with
medical implications rather than the reverse.
The result of the hospital survey suggests, therefore, that some 800 old people
in general hospitals and 570 in mental hospitals could have been looked after
satisfactorily and probably at less cost in alternative accommodation. The
Nuffield Surveyors (Nuffield Provincial Hospitals Trust, 1946) estimated that
some 8,000 additional hospital beds were required in Northern Ireland - 3,000
of them for the "chronic sick." This estimate may prove to be far in excess of
our needs when we have enough suitable housing for old people, better facilities
for home care for elderly invalids, or the alternative of residential homes and
long-stay annexes for those who must have institutional care other than a hospital
ward.
CONCLUSIONS.
The problems of old age in Northern Ireland which we must resolve are those
confronting every civilized community. In Great Britain we have the advantage
of greater experience of slowly progressive and more enlightened health and
139
Nwelfare legislation than that enjoyed by most other countries in the last century.
Our old people have advanced a long way towards financial security as a result
of this progress, but much still remains to be done to secure the benefits implied
by the term "welfare." XVe can no longer afford to neglect the aged in health or
sickness, though if disregarded, their growing numbers may soon command a
formidable vote in favour of those prepared to help them.
rhe authorities responsible for the well-being of old people in Northern Ireland
face manv difficulties. Rising costs and restricted materials handicap efforts to
renovate or replace condemned housing or antiquated hospital wards. We have
not enough uninhabited "stately homes" suitable for conversion into residential
homes or long-stay annexes. Reference has been made to gaps in the new legis-
lation, problems such as the frail ambulant patient and the lack of a central
unifying authority to replace the relieving oficer and tie up loose ends of divided
responsibilities.
These difficulties could not all have been foreseen. The social needs of the aged
were specially mentioned in the Welfare Act, and Welfare Authorities have a
duty to provide residential accommodation f,or the aged and infirm in need of
care and attention not otherwise available to them, and a permissive right to
provide domestic help to old people. However, no specific responsibilities for
the medical care of the elderly were defined in the Heath Services Act. Thus,
although welfare services for the care of old people are making great progress
in some areas of the Province, hospital services for the elderly have had no
priority in plans for new development. It is true that the home rather than an
institution is the natural place for an old person in their declining years, but
special hospital units for the treatment and rehabilitation of the elderly sick have
long since proved their value to their patients and in relieving prersure on the
general hospital wards. It is obvious from the results of the survey that the
numbers of old people needing hospital care are too great for them all to be
segregated in special units, even were this desirable, but such units are neces-
sary for selected patients, such as hemiplegics who need prolonged supervised
convalescence under a regime which general wards do not provide.
This does not necessarily imply that a new speciality need be created, for the
medical care of the elderly is a part of general medicine. But there is a need for
reorientation of our outlook on the long-term illnesses of old age. It has been
truly said that "the 'aged' problem has become young and the 'chronic' problem
has become acute." The dual hospital system of the past fifty years arose from
advances in highly technical methods of investigation and treatment which could
only be applied economically and efficiently in properly equipped centres with a
rapid turn-over of patients. The system was successful in these specialised
hospitals, but to make the turn-over possible the aged and chronic sick were
discharged to the "chronic wards" of the infirmaries where the indiscriminate
crowding was equivalent, in a sense, to brushing the (lust under the carpet, and
equally unsatisfactory. Honest hard-working people fallen on evil days in their
old age, having lost their health and their homes, were deprived even of self
140respect. The original purpose of our hospitals was to provide skilled nursing care
for those who need it, and this must be conserved and reconciled with their
functions as special centres for investigation and treatment of short-term sick.
Better home care, and sufficient residential homes and long-stay annexes should
make this possible. Our first, and I believe, most practical recommendation in
the survey report was that an Advisory Committee should be set up to represent
all the statutory and voluntary bodies with responsibilities for the care of the
elderly, to investigate their special problems, and to co-ordinate the services
available to help them. We are moving slowly towards such a service in Nor-
thern Ireland, but then everything about old age seems to be slow, except the
speed of mental and physical deterioration when an old person is kept
unnecessarily in bed.
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